Recovery as the goal for substance use disorder treatment has been a key component of the Substance Abuse and Mental Health Services Administration's mission for the past decade. Consistent with their mission, there is a call for research and development of recovery-oriented systems of care to support affected individuals through all stages of the recovery process. Evidence is emerging to support recovery practice and research for adults, but recovery-oriented models for adolescents are scant. The Alternative Peer Group (APG) is a comprehensive adolescent recovery support model that integrates recovering peers and prosocial activities into evidence-based clinical practice. Employing APG participants' own words, this article will describe the essential elements and three theoretical frameworks underlying the APG model to illustrate how the APG serves as a developmentally appropriate recovery support service for adolescents with substance use disorder.
ffective intervention for adolescent substance use disorders (SUDs) is a matter of critical importance to the public health of our nation, especially when considering that one in four 12th graders reports drinking to intoxication at least once in the past 2 weeks and 1 in 15 reports daily or near-daily use of marijuana (Johnston, O'Malley, Miech, Bachman, & Schulenberg, 2014) . Because of their developing neural systems, adolescents are more vulnerable to a rapid progression from substance use to dependence (Mee-Lee, Shulman, Fishman, Gastfriend, & Griffith, 2007; Perry et al., 2011) . Of all adults reporting dependence on alcohol, tobacco, or marijuana, 90% began using before the age of 18 years, and 50% began before the age of 15 years (Dennis, Dawud-Noursi, Muck, & McDermeit, 2003) . Only 10% of 12-to 17-year-olds who need SUD treatment actually receive it (Substance Abuse and Mental Health Services Administration [SAMHSA] , 2014). For those who do, reports of firstyear relapse rates ranging from 60% to 80% suggest that treatment gains quickly fade (Chung & Maisto, 2006; Ramo & Brown, 2008; Wagner, 2008) .
A unique blend of individual and contextual factors contributes to the evolution of adolescent SUD (Black & Chung, 2014; Schulenberg, 2006; Schulenberg & Maggs, 2002) . The dynamic developmental processes and transitions of adolescence influence the manner in which adolescents engage in and maintain behavior change (Schulenberg, 2006; Wagner, 2008) . Accordingly, to be effective, experts recommend treatment models that are comprehensive, developmentally appropriate, and tailored to address the multifactorial issues and social contexts associated with adolescent SUD (Brannigan, Schackman, Falco, & Millman, 2004 ; National Institute on Drug Abuse, 2012). However, a systematic evaluation of 144 highly regarded adolescent SUD treatment programs showed that most of these programs included only a fraction of the recommended elements (from a possible score of 45, the mean and median scores were 23.8 and 23, respectively; Brannigan et al., 2004) .
Adolescent SUD treatment should be conceptualized as a process, rather than a single event (Kaminer & Godley, 2010; Winters, Botzet, & Fahnhorst, 2011) . This process must consider that adolescent substance users are less likely to attend treatment willingly and generally return to using more quickly after treatment than their adult counterparts (Kaminer & Godley, 2010; Winters & Kaminer, 2011) . Although it is difficult to determine true remission rates for adolescents, an analysis of treatment outcomes from 2000 to 2011 extrapolated an average recovery/remission rate of 35% for adolescents, compared with 50% for adults (White, 2012) . Clearly, a need exists for practice improvement to promote recovery for adolescents.
The SAMHSA currently promotes recovery-oriented systems of care (ROSC) models to support people throughout the various phases of the SUD recovery process (Laudet, Flaherty, & Langer, 2009; SAMHSA, 2009) . ROSC models include a continuum of coordinated community services and peer support services to assist affected individuals to achieve long-term recovery. Beneath the ROSC umbrella, the focus of SUD treatments has begun to shift toward prevention, early intervention, and recovery management (Laudet et al., 2009; SAMHSA, 2015) . A promising adolescent SUD treatment model that includes such a focus is the Alternative Peer Group (APG). The aims of this article are to describe the APG model and to consider how the following theories inform the therapeutic elements of the model to provide a developmentally appropriate recovery support service for adolescents experiencing SUD. These theories are (a) bioecological theory, (b) social learning theory, and (c) the stages of change theory of behavior change. A sampling of former APG participants' own words will be provided to illustrate the developmental appropriateness of APG therapeutic elements.
THE APG MODEL
The APG is a comprehensive adolescent recovery support model that promotes long-term engagement in the recovery process by integrating recovering peers and prosocial activities into evidence-based clinical practice (Collier, Hilliker, & Onwuegbuzie, 2014; Morrison & Bailey, 2011) . Congruent with the principles of the ROSC continuum of community services and peer supports, APGs provide a mediating step between inpatient care and return to the home/ school environment for adolescents. The APG model aligns well with key elements of social, developmental, and change theories underlying adolescent behavior.
Having originated more than 40 years ago, APGs have a rich history in Houston, Texas (Cates & Cummings, 2003; Collier et al., 2014) . The positive social influence of recovering peers and adults is the key therapeutic element of the APG model. Participating in regular fun, structured prosocial activities serves to engage and retain adolescents, while promoting long-term relationships with recovering peer role models. These activities occur in the context of long-term outpatient clinical programs and contribute to the development of program alumni (youth and families) who become skilled peer role models for newly enrolled teens and families. Figure 1 illustrates the key elements of the APG model. Although research on the APG model is only emerging, Rochat et al. (2011) reported 2-year sobriety rates of 89%Y91% in one study of adolescents who had completed treatment in an APG program.
The first author conducted a focused clinical ethnography to examine an APG in Houston, Texas, to clarify the process of adolescent recovery and identify key therapeutic elements that the APG utilizes to support the process (Nash, Marcus, Engebretson, & Bukstein, 2015; Teen and Family Services, 2014) . Focused clinical ethnography is a form of medical anthropology that aims to understand how people with distinct clinical issues experience and interpret their condition (Engebretson, 2011; Cruz & Higginbottom, 2013) . Qualitative methods employed included prolonged immersion in the APG and its affiliated Recovery High School, interviews (individual and group), and thematic content analysis. A full description of the methods and results is published elsewhere (Nash et al., 2015) .
The APG alumni in this study described the process of recovery from adolescent SUD as a quest-like rigorous ''journey'' requiring the support and involvement of key individuals from each of the adolescents' primary ecological environments. The probability of relapse was reported by participants to decrease inversely with the duration of exposure and internalization of recovery values (Nash et al., 2015) . Programmatic and relational elements consistently identified by participants as critical to sustained trajectories of recovery from adolescent SUD included (a) recovering peers, (b) fun, (c) a sense of belonging, (d) structure, (e) accountability, (f) recovery narratives of peers further along in the process, (g) family support, (h) service, and (i) extensive posttreatment immersion in recovery-oriented support systems. Table 1 aligns the three theories with associated APG elements and illustrates the developmental impact on adolescents using former APG participants' own words.
THEORETICAL FOUNDATIONS OF THE APG MODEL
Adolescent development and behavior is influenced by a range of factors, as described in a number of human development and change theories: the bioecological theory of human development (Bronfenbrenner, 1994) , social learning theory (Akers, 1973; Bandura, 1969) , and the transtheoretical (stages of change) model (Norcross, Krebs, & Prochaska, 2011; Prochaska & DiClemente, 1983) . These theories elucidate the elements that influence how an adolescent enters and sustains recovery from SUD within an APG.
Bioecological Theory
Bronfenbrenner's bioecological theory posits that human development occurs within a progressively complex series of reciprocal interactions between the developing individual and those within their primary social context with whom they develop a strong, mutual attachment (Bronfenbrenner & Evans, 2000) . The power, form, and direction of these developmental processes vary as a function of the individual's characteristics, the environment in which they occur, and the nature of the developmental outcomes in consideration (Bronfenbrenner & Evans, 2000; Schulenberg, 2006) .
According to the bioecological theory, developmental processes take place within a series of nested environmental contexts that play increasingly more complex roles as the individual grows (Bronfenbrenner & Evans, 2000; Schulenberg, 2006; Tudge, Mokrova, Hatfield, & Karnik, 2009) . The primary context is the microsystem, which, for an adolescent, includes the family, peer groups, and school. The microsystem is nested within increasingly largerscale environmental contexts: the mesosystem, the exosystem, the macrosystem, and the chronosystem. The mesosystem refers to reciprocal interactions between the various members of a microsystem (e.g., interactions between the adolescent's family and school officials). The exosystem refers to institutional or relational processes that directly influence the members of the microsystem and in turn influence the individual, although the individual might have no personal contact with them. Examples include the impact of parents' work or social networks on the adolescent's level of perceived stress or support. The macrosystem refers to the economics, values, cultural expectations, and laws of the culture or subculture. Examples include the geopolitical climate, social norms portrayed by media, level of cultural chaos, and so forth. The chronosystem refers to the overarching dynamic influences of time, timing, exposure, and role transitions (positive or negative) that impact all the systems. Examples include the adolescent's transition from middle school to high school, transitions that occur because of a divorce or death in the family, or technological progress that results in altered patterns of communication (Bronfenbrenner & Morris, 2007; Tudge et al., 2009 ).
According to the bioecological theory, quality development processes should be regular, consistent, sustained, and supportive; convey long-range commitment to the well-being of others; and encourage the individual to explore and engage with the environment (Bronfenbrenner & Evans, 2000; Bronfenbrenner & Morris, 2007) . The outcomes of these processes, competence or dysfunction, depend on the individual's characteristics, blended with the power, dose, and timing of exposure to the processes. Competence is defined as the gaining of skills and knowledge and the capacity to regulate and integrate one's behavior across various circumstances and developmental domains. Dysfunction is defined as recurrent difficulties in regulation and integration of one's behavior across various circumstances and developmental domains (Bronfenbrenner & Evans, 2000; Bronfenbrenner & Morris, 2007) .
To promote competence, the bioecological theory suggests that adolescent SUD recovery support models should:
& involve members from each of the adolescents' primary contexts & be characterized by positive regard and a clear consistent structure over prolonged periods & provide frequent, repetitive counseling and skill building (individual, group, and family) to encourage internalization of new cognitive and behavior patterns & include supervised fun activities, challenging situations, and opportunities to practice social skills & be informed by the critical elements of time, timing, and duration and & provide strong linkages between intensive treatment, aftercare, and community peer supports.
Consistent with the bioecological theory, the APG model provides long-term outpatient structure shaped by counseling professionals and alumni youth staff, incorporates the positive regard of an alternative prosocial peer group, and includes the family in treatment (Collier et al., 2014) . Counseling and youth staff who are warm and engaging serve as recovery role models, promoting and nurturing the establishment of a network of enduring supportive peer relationships with the adolescents and their families. In addition, APGs incorporate long-term programming and time commitment for the adolescent to engage in treatment and to complete specific curricular, behavioral, and treatment milestones. Adolescents vary in the amount of time required to engage in treatment and to complete these goals, ranging from 6 to 18 months (Collier et al., 2014; Nash et al., 2015) . This time commitment allows for prolonged exposure to the recovery role models and the frequent and consistent practice of new skills. Over time, new behavioral and cognitive patterns emerge to replace previously dysfunctional patterns of behavior. APG counseling groups, teen 12-step meetings, multifamily groups, parent groups, and sober social activities provide a supportive bridge to fill the gap between intensive treatment and successful integration back to into an adolescent's larger social ecology.
Social Learning Theory
Bandura's social learning theory posits that learning occurs within a social context through modeling and observation (Bandura, 1969) . Ronald Akers (1973) combined behaviorism and social learning by asserting that learning occurs by direct conditioning as well as by imitation or modeling. According to these perspectives, deviant behavior is more likely to occur when deviance is differentially reinforced over other behaviors and when it is viewed as desirable by the groups with which an adolescent identifies (Akers, Krohn, Lanza-Kaduce, & Radosevich, 1979) . It stands to reason that the converse is also true. Prosocial behavior is more likely to occur when it is reinforced over other behaviors and when it is viewed as desirable by an adolescent's identified peer group.
The powerful force of social influence and learning serves as the fundamental theoretical foundation underlying the APG model (Collier et al., 2014) . This comprehensive program utilizes social learning theory within the adolescent's peer environment and family system. Positive recovering peers support recovery and model healthy behavioral choices by differentially reinforcing recovery and other prosocial behaviors. One of the first lessons peer role models teach new adolescents is how to have fun in recovery. To apply differential reinforcement and create positive identification with prosocial behaviors, APG youth staff members (i.e., young people in recovery) assist the counselors in shaping recovery norms by engaging with clients as mentors, facilitating peerled groups, and engaging in and monitoring prorecovery social activities and afterschool hangouts (Collier et al., 2014) . As new APG members gain time in the program, they are taught and held responsible for becoming a leader in their community. These adolescents are asked to sit on committees that may plan and organize weekend prorecovery social functions or retreats. As the adolescent develops friendships and becomes more invested in the community, the social pressure to maintain prosocial behavior grows. Many adolescents report their desire to be honest about past relapses and behavioral regressions peaks during and after intense retreats, where adolescents spend days together engaged in prorecovery social activities such as mountain trips or beach weekends (Nash et al., 2015) .
The adolescent's family receives similar social modeling from more experienced parents and APG counseling staff by participating in multifamily and parent groups. New families are encouraged to listen and follow the advice of families who have ''been there'' with their children. More experienced families model and differentially reinforce new family norms that support recovery. Many APG counseling staff members are persons in long-term recovery from adolescent SUD. Thus, they provide examples of successful adult lives born from a tumultuous adolescence. Hope arises for new families as they observe adult and youth staff model successful recovery. This allows them to slowly learn to trust a process that many others have undergone (Collier et al., 2014; Nash et al., 2015) .
Modeling, observation, and differential reinforcement do not adequately address the power of adolescent peer group influence. At no other time during our developmental life-span does the influence of peers appear to play such an integral role as during adolescence (Gardner & Steinberg, 2005; O'Brien & Bierman, 1988) . Peer groups influence individual feelings of self-esteem and social support and appear to have a greater influence regarding appearance, attitudes, and values as well as illicit activities (Gardner & Steinberg, 2005; O'Brien & Bierman, 1988) . Adolescents create social identities that reflect their peer group and the associated values, beliefs, and ideas of that group, thus creating a powerful influence on behavior in adolescence (Collier et al., 2014) . Adolescents involved in APGs begin to create new social identities with new prosocial recovery values (Collier et al., 2014; Nash et al., 2015) . Considering that peer conformity decreases and resistance to peer influence increases with age (Gardner & Steinberg, 2005) , the APG model's key therapeutic element is to harness the power of peer influence and social learning during a crucial developmental stage (Collier et al., 2014) . Romer (2010) surmised that peer influence and emotional attraction to risky behavior account for over half of the variation in adolescent tobacco, alcohol, and marijuana use. Conversely, regarding substance use recovery, the most important factor in achieving and maintaining abstinence from alcohol and drugs after treatment for adolescents was a positive peer network (Ramirez, Hinman, Sterling, Weisner, & Campbell, 2012 ). The APG model utilizes peer influence as a change mechanism, including the foundational assumption that peer relationships, much like the ones that encouraged high-risk behavior, are necessary to enable recovery (Morrison & Bailey, 2011) . As the name implies, the APG offers alternative peers who are modeling and reinforcing alternative attitudes, values, judgments, and behavior that support the change necessary to recover from substance abuse disorders. APGs apply differential reinforcement via teen 12-step meetings, peer/alumni mentorship or sponsorship, prorecovery social functions, multifamily group counseling, and psychosocial education for adolescents and parents.
Transtheoretical (Stages of Change) Model
The Transtheoretical Model, or stages of change model, posits that ambivalence over behavior change is normal and that changes in habitual behaviors are not the result of advice coming from persons of authority (Norcross et al., 2011; Prochaska, DiClemente, & Norcross, 1992) . Ultimately, DiClemente (1982, 1983) recognize that people change their habitual behaviors when they are ready to change. Readiness for change occurs through an iterative set of stages (i.e., precontemplation, contemplation, preparation, action, and maintenance) in which a person considers and resolves ambivalence over changing (Prochaska & DiClemente, 1982) . Skillful counselors can enhance motivation and move people from one stage to the next by respecting the autonomy of the person in deciding to change and tailoring intervention strategies to the person's stage of change (aka motivational interviewing). Matching the treatment intervention to the stage of change has shown clinically significant effects in psychotherapy outcomes (Norcross et al., 2011) .
Keeping in mind that adolescents may enter an APG as an initial SUD treatment episode or after discharge from a residential treatment center, APG staff assess whether adolescents are in the precontemplation or contemplation stage of change. In these stages, adolescents may be resistant to recovery and Bioecological theory (Bronfenbrenner, 1994; Bronfenbrenner & Evans, 2000) Staff in long-term recovery and climate of positive regard, acceptance, and welcome APG participants: ''I, you know, didn't want to goIand I hated it. But whenever I did want help later I was like, okay, well I like those people, you know, he seems cool.'' (29-year-old woman, in recovery for 10 years)
''From the initial outset with G (the counselor). I mean, there was some sort of initial bond, especially when (my son) listened to G's story and all that G. went through.'' (Father of 23 year old man, in recovery for 6 years).
Prolonged, regular structured therapeutic activities APG participants: ''My parents brought me here every day and I had no choiceIthat's all I did was just came every single day andIand I started hanging out with the girls.'' (19-year-old woman, in recovery for 4 years)
Fun activities ''When she quit using her greatest fear was she'd never be able to have fun again. And then she found a group of kids who were fun and in recovery.'' (father of a 29-year-old woman, in recovery for 10 years)
Daily exposure to positive peer role models APG participant: ''And that's what I saw, like there was no denying that it was working for other people. I knew these people used and drank and got high the same way I did, and they were getting better like right before my eyes.'' (23-year-old man, in recovery for 6 years)
Peer narratives
Family inclusion and involvement APG participant: ''My parents really worked the program, And they really adopted the steps and like the principles. I'll always maintain that if it weren't for my parents I wouldn't have stayed in recovery.'' (29-year-old man, in recovery for 11 years)
Social learning theory (Akers, 1973; Bandura, 1969) Sense of belonging APG participant (after admitting a relapse): ''And the whole groupVI was afraid the group was going to judge me and think that I failed and ditched them and blah blahI, but they were very loving, accepting. And that night, I mean, it was immediately just like, I felt free.'' (21-year-old man, in recovery for 2.5 years)
Social influence APG participant family member: ''I remember the first parent meeting that we went to. Walking in and thinking these parents are just crazyVthey're all laughing and, you know, joking, and everything seems fine. Can't you see that we have a crisis on our hands?'' (father of a 19-year-old woman, in recovery for 4 years)
Peer narratives APG participant: ''How do I have fun sober? If it weren't fun to be sober, if I weren't having a good time, I wouldI It's not like the option to go get high is gone.'' (18-year-old man, in recovery for 2.5 years) Transtheoretical (stages of change) model (Prochaska & DiClemente, 1982; Prochaska et al., 1992) Sense of belonging APG participants: ''Like when I was getting high, I just wanted hang out with the cool kids, you know. And this was kind of like the new sober cool kidIthat was still who they were. And still had like the bad ass personalities, like the little rebels.'' (15-year-old female adolescent, in recovery for 1 year)
The power of adolescent peer group influence ''I mean, I attribute a lot of it to like fellowship. Safe structured environment with exposure to positive social influence allows for processing ambivalence APG participant family member: ''But, you know, it was the getting out of the denial for me that was hugeIAnd they help me sort of come to my senses, I think. And it was a process. I don't know actually when it occurred; I just know that it occurred. And even, it occurred, and then there was a process of reoccurring. I mean, it doesn't just boom. You just sort of, you keep evolving into what this, the reality of it.'' (father of a 23-year-old man, in recovery for 6 years)
Preparation: sustained regular participation and bonding with the group APG participant: ''I was kind of just like, 'Screw this place. Like, I don't want to be here. I'm just going to, like, stick it out, graduate, and then start getting high again.' That was, like, my planII was sober-dry. I was very, very dry. But IVI went on a Colorado trip, my retreatIand that was when I really started to, like, process a lot of the stuff that was going on. I think a large part of that was I finally had a lot of the stuff out of my system and was, kind of had a clearer head on my shouldersI. I guess I was just willing to, like, give the program a try at that pointI. I wasn't like, 'This is going to work. This is going to save my life,' but I was willing to, like, give it a shot.'' (18-year-old man, in recovery for 1.5 years)
Retreats Action: bonding with the group and real participation in therapies and 12 steps APG participant: ''I started hanging out with people that really gave a shit about me, and we talked about stuff and went out of my way to help other people.'' (23-year-old man, in recovery for 6 years)
Maintenance: regular participation and service as alumni or sponsor APG participants: ''This disease is very cunning, and it wants to take you back out. So you'reVit'll try and convince your head of anything, you know. If I hadn't had such a low bottom. I would definitely not have stayed in here. I did not ever want to feel that way again and I had realized that if I do get high, that's whatVthat's all that's there for me. I mean that's how I continued, you know, get the motivation to go to meetings. To keep calling my sponsor, to do all that, you know.'' (18-year-old man, in recovery for 1.5 years)
''That's like what has kept me freaking together is coming back, and going back to meetings and, you know, going to treatment centers and, you know, telling people, 'This is how my life was. This is what happened, and here I am.' Like if you want this, like here's the instructions.'' (23Yyear-old man, in recovery for 6 years) exhibit a host of internal or external behavioral health issues. APGs are designed to attract and retain resistant adolescents so that they can process their ambivalence and move forward in their stage of change (Collier et al., 2014) . APG counselors create a safe but structured environment without the pressures or triggers of previous prodrug environments. Engaging and fun counselors and youth staff share their experiences, strength, and hope for recovery in a climate that accepts the adolescents no matter where they are in the process (Cates & Cummings, 2003; Collier et al., 2014) . This allows room for individual development and exposure to positive prosocial behaviors so that adolescents can process their ambivalence. Previous research indicates that, when adolescents feel a sense of belonging, their reports of internalizing problems (social withdrawal, somatic complaints, anxiety, and depression) or externalizing problems (delinquent and aggressive behavior) decrease (Newman, Lohman, & Newman, 2007) . The same motivational enhancement and community building techniques utilized with APG adolescents are also employed with their parents and family members. Family members often experience their own issues with substance use, codependency, or marital problems. Members of an adolescent's family may also fall into the early stages of change themselves. They may exhibit resistance to making necessary systemic changes that support recovery. Thus, active family involvement is an integral feature of the APG and includes parent/sibling education and support groups. The connectedness and sense of universality they experience in APG support groups facilitate their own movement through the stages of change (Collier et al., 2014; Nash et al., 2015) .
Recognizing that adolescents are undergoing developmental changes that may allow them to outgrow certain oppositional behaviors, the APG model requires long-term membership, lasting 6Y12 months. Such a time frame permits the adolescent and members of the adolescent's family to progress through the stages of change within a drug-free context. New attitudes, cognitions, and beliefs develop naturally over time, allowing ample opportunity for adolescents to move into the preparation and action stages of change. As APG members begin to experiment with healthy behaviors, a gradual increase in the adolescent's self-efficacy for a prorecovery lifestyle appears. In addition to positive selfefficacy, researchers suggest that positive peer influence assists in the development of a positive sense of self (Maxwell, 2002; Tarrant, 2002) . Many APG alumni continue participation in APG activities as sponsors and/or recovery role models (Collier et al., 2014; Nash et al., 2015) . As APG adolescents move into the maintenance stage of change, their positive sense of self and self-efficacy contribute to lower rates of alcohol and drug use, heightened school performance, strengthening of healthy peer relationships, positive engagement with socialYdevelopmental tasks, and improvement in overall mental health (Mounts & Steinberg, 1995; Newman et al., 2007; Ramirez et al., 2012) . White (2012) believes that there is cause for optimism regarding adolescents' long-term prospects for recovery from SUDs despite their higher relapse rates when compared with adults. This viewpoint is held by APG staff members who utilize motivational interviewing and positive social influence with both parents and adolescents when, and if, the adolescent moves back into relapse. Because relapse is commonly (albeit optionally) part of the recovery process, the power of positive social influence and a sense of belonging to an APG can support adolescents who return to using or engaging in other negative behavior. Consistent drug testing and the climate of accountability within the APG offer swift discovery of such indiscretions (Nash et al., 2015) . Included in the APG model are provisions for behavior contracting and probationary activities with the group at large, holding the adolescent accountable (which may include admission into treatment at a higher level of care). This process, along with strong peer bonding, facilitates the adolescent's reentry from relapse into the preparation or action stages (Collier et al., 2014; Nash et al., 2015) . Figure 2 visually depicts the three theoretical frameworks described in this article. To achieve sustained recovery from SUD, all of the adolescents' primary ecological contexts Figure 2 . Visual representation of the three theoretical frameworks utilized to sustain recovery in an Alternative Peer Group beginning with Bronfenbrenner's bioecological theory (Bronfenbrenner, 1994; Bronfenbrenner & Evans, 2000) , social learning theory (Akers, 1973; Bandura, 1969) , and transtheoretical (stages of change) theory (Prochaska & DiClemente, 1982; Prochaska et al., 1992) . must be engaged over extended periods (Bronfenbrenner & Evans, 2000; Bronfenbrenner & Morris, 2007) . Sustained immersion in counseling and structured fun activities lead to bonding with positive peers (Bronfenbrenner & Morris, 2007) . The powerful social influence of recovery role models facilitates development of prosocial attitudes and positive coping skills, leading to self-efficacy for personal recovery (Bandura, 1969) . Gradually, the adolescent internalizes the language and cognitive processes of recovery (Akers et al., 1979) . The combination of all these sources of influence over time move the adolescent along the stages of behavior change, resulting in the adoption of a new personal identity and healthy lifestyle and long-term recovery (Akers et al., 1979; Bronfenbrenner & Morris, 2007; Norcross et al., 2011; Prochaska & DiClemente, 1982) .
SUMMARY OF THEORETICAL INFLUENCES ON ADOLESCENT SUD RECOVERY

DISCUSSION
Treating adolescents with SUD is challenging for multiple reasons. SUD-affected adolescents are more likely than their adult counterparts to be polysubstance abusers, to have comorbid mental health issues, and to enter treatment with poor internal motivation for changing their behavior (Black & Chung, 2014; Winters & Kaminer, 2011) . Despite the proliferation of developmentally appropriate treatment programs, only a small percentage of treated adolescents will achieve sobriety after a single treatment episode (Black & Chung, 2014; Winters & Kaminer, 2011) . Furthermore, compared with adults, adolescents are more likely to relapse after treatment because of social pressure than adults are, at a rate of 70% versus 46%, respectively (Ramo & Brown, 2008) . Current adolescent SUD treatment programs experience high attrition rates, and although adolescents who complete treatment show low to moderate changes in substance use, these modest treatment gains tend to fade rapidly (Black & Chung, 2014; . A review of published treatment outcome studies revealed significant variations in the duration and dose of treatment, and few studies include longterm outcomes (follow-up beyond 1 year) (White, 2012) .
SAMHSA's working definition of recovery from mental health problems and/or SUD is ''a process of change through which individuals improve their health and wellness, live a self-directed life, and strive to reach their full potential.'' Application of this operational definition to adolescents and youth is still under discussion, but consensus exists that resilience and peer support are essential components of recovery (Sheedy, Whitter, & Chin, 2013) . Although posttreatment involvement in 12-step support groups is associated with better outcomes, adolescents participate in mutual support groups at much lower rates than their adult counterparts (Kelly, Yeterian, & Myers, 2008; White, 2008) . One barrier to their participation is the low ratio of adolescent-to-adult group members in local meetings. This age discrepancy is reported to limit adolescents' ability to identify and bond with other adult members (Kelly et al., 2008; White, 2008) . However, adolescents who attend groups with similar-aged members attend more often, participate more fully, and have better long-term outcomes (Kelly, Myers, & Brown, 2005) . The APG model facilitates strong relational ties between recovering youth role models and newly admitted adolescents with no desire to change behaviors. Over time, the recovering youth role models pass on the value of 12-step involvement. In fact, of APG alumni interviewed in the first author's APG ethnography, all subjects except one reported current regular meeting attendance. The one who did not currently attend meetings did so for 5 years and maintains close relationships with his recovering peers (Nash, 2013; Nash et al., 2015) . Thus, APGs facilitate young participants' motivation for recovery by creating conditions that support their experience of autonomy, competence, and relatedness. Self-determination theory argues that these conditions foster the highest motivation and engagement in activities and purports that social contexts devoid of these conditions may have a detrimental impact on wellness (Ryan & Deci, 2000) .
The APG model originated more than 40 years ago in Houston and has since evolved to form a collaborative network of professional, community, and peer support services (including treatment facilities, faith communities, and recovery schools) to help adolescents engage in a long-term trajectory of recovery (Cates & Cummings, 2003; Collier et al., 2014; Morrison & Bailey, 2011 ). The APG model aligns well with the values and principles of chronic care, as embodied by Wagner's Chronic Care model as well as by the ROSC; but to date, very little is known about best practice ROSC models for youth (Bodenheimer, Wagner, & Grumbach, 2002; Coleman, Austin, Brach, & Wagner, 2009; Sheedy et al., 2013; White, Evans, Ali, Achara-Abrahams, & King, 2009) . Although reporting 2-year sobriety rates greater than 88% for adolescents who complete the program, APGs have never been the subject of a clinical trial and remain relatively unknown in the scientific community (Collier et al., 2014) .
Plans are underway to collaborate with young people in recovery to develop and pilot recovery-oriented research methods with one Houston APG. The results of this pilot study will lay the groundwork for a program of client-centered outcomes research to establish the clinical effectiveness of the APG and other youth recovery support models. The ultimate goal of this program of research is to disseminate the model (and cultural variations) to improve outcomes for adolescents across the nation. In addition, an association for APGs recently formed in Houston to help define the common objectives and best practices for the model (Association of Alternative Peer Groups, 2015). Currently, there are four APGs operating in greater Houston, all of which vary in their menu of services but all have in common the key elements and theoretical underpinnings of a promising adolescent ROSC.
